Introduction
Evidence based practice (EBP) is frequently cited as a goal for healthcare organisations; however, the practical processes and resources for achieving EBP may not be readily apparent, available, or successful. The need for sustainable systems to implement EBP has been well documented.
1, 2 As noted by Gawlinski 2 the discovery of clinically important research findings either not being known or not being used is common. The potential benefits of EBP, as well as the models available to guide EBP, are well described in the literature. [3] [4] [5] [6] [7] Despite this, few descriptions of sustainable implementation strategies appear. A number of reports of projects designed to improve care related to one specific aspect of practice are prevalent (for example
Burns et al. 8 , and Harrigan et al. 9 ) or alternatively to develop relevant knowledge of clinicians. 10 While the goal of EBP is often able to be achieved in the short term, 8, 11 particularly in the setting of additional resources for a specific project, the practical considerations for ongoing implementation are not clearly articulated.
Various strategies, including both processes and resources, have been identified as potentially facilitating EBP and include involvement of EBP mentors and champions, partnerships between academic and clinical settings, education, use of local opinion leaders, formation of multi-disciplinary committees and provision of sufficient time, resources and support. 12, 13 Although many of these strategies are widely promulgated, the evidence underpinning the success of any of these strategies is limited. 13 Many models have been developed to provide guidance for EBP activities, with common themes being critical use of evidence, development of strategies to optimise drivers and overcome barriers related to practice change and the provision of support through various mechanisms. 14 In this program of activity we chose to use the Advancing Research and Clinical practice through close Collaboration (ARCC) model developed by Melnyk and Fineout-Overholt. 7 The primary goal of the ARCC model was to enhance integration of research and clinical practice in a range of healthcare settings with some of the specific goals being to promote EBP among nurses, provide mechanisms and people to support and facilitate EBP and disseminate high quality evidence. 7 Key ingredients for the successful implementation of this model appear to include mentorship and access to expertise, involvement of EBP champions and provision of sufficient resources as well as practical EBP strategies, with the focus of the model being at the departmental or unit level.
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The ARCC model was used to inform the development of a multi-dimensional to provide a framework that incorporates structure and function to achieve practice excellence. 16 Key features that caused the ARCC model to be selected to guide our local EBP program included the central role of mentors, the focus at the unit level and the consistency with Magnet principles.
The purpose of this paper is to describe the implementation of this multi-dimensional EBP program, as well as to critically examine the benefits and challenges of each of the strategies that were implemented.
Implementation Strategies
The goals of the multi-dimensional EBP program included:
• to increase awareness of the potential contribution of evidence to patient care
• to develop a framework for evidence review and practice change
• to provide an opportunity for nurses in ICU to be an active part of the EBP process and to drive practice change in the unit
• to improve consistency and alignment of the nursing care being delivered with best evidence. Creation of a culture and expectation related to EBP: The processes for care that were in place within the ICU created little opportunity or expectation for the nurses who care for patients to contribute to strategic or long term improvements in care. As part of this program it was considered important to develop a range of strategies that would not only enable nurses to actively participate in care improvement, but to emphasise that this was a responsibility of all nurses practicing within the ICU. improve patient care based on the available evidence. 18 The strengths of the model include its clarity, series of structured decision points, options for progress in the setting of inadequate evidence, and reminder of the need to both pilot and evaluate any change. The systematic approach to practice change consisted of the following:
• participation in two workshops soon after formation of a workgroup, each of four hours duration and open only to the members of each EBP workgroup; the first of these workshops reviewed EBP principles and application, how to develop an answerable clinical question, and how to effectively search and retrieve literature, the second workshop reviewed methods of critical appraisal and processes to implement change in the clinical environment. A workbook has been developed to support learning between and after these workshops.
• The patient and family, the hospital librarian and additional nursing experts, for example the stomal therapist or trauma CNC, were included in the discussion where appropriate. Staff were encouraged to question and review current and future care, and strategies to improve care were planned, with a team member responsible for implementation of changes identified.
Ethical approval
The overall EBP program did not represent research and as such did not require ethical review. Practice change initiatives undertaken by the EBP workgroups were confirmed by the local Human Research Ethics Committee (HREC) to constitute quality improvement and therefore, did not require ethical review. Projects that did constitute research, for example Nursing Rounds and MRSA swabbing practices, were reviewed as independent projects and approved by both the hospital and university HREC.
Achievements
The multi-dimensional EBP program has been successfully implemented over the past three years. There were a range of benefits and challenges associated with each of the components of the EBP program (Table 1) . Common considerations across all the elements of the program included the benefit of building knowledge and skills related to critical appraisal and practice change, while the challenge of ensuring sufficient time, altering the attitude of some clinicians to the relevance of evidence to underpin practice and the ongoing challenge of incorporating these activities into everyday practice was frequently experienced. There were also some specific considerations, particularly related to the EBP workgroups and Nursing Rounds as follows. (Table 1) . Although strategies such as specific funding of practice change personnel has been proposed, 8 our experience suggests this should only be for individual projects rather than for personnel to remain in an ongoing practice change role, as the benefits of clinicians driving the practice change initiative appeared essential to increased awareness of the benefits of EBP.
As previously identified, this multi-dimension program was informed by the principles outlined in the ARCC model, 7 while the EBP workgroups specifically followed the process outlined in the Iowa Model of Evidence Based Practice to Promote Quality Care. 18 These activities all occurred in a Magnet-accredited hospital. 16 Although the potential exists for criticism of competing theoretical frameworks the success of the project confirms that providing the frameworks have common principles, a successful program can be implemented. On the basis of the evidence, the EBP team set about implementing practice change.
A multi-dimensional change strategy incorporating education, random audits of bed height elevation, prominent reminders, and installation of inclinometers on each bed was implemented. Bed head elevation angles were recorded on all patients in the unit at random times both prior to and after the implementation of the change process. Of 112 patients audited prior to any intervention, only 29% of the mechanically ventilated patients were nursed at a bed head angle of >30°.
The change strategy commenced with an education campaign incorporated into the rostered education days held in the ICU to educate staff regarding the benefits of nursing mechanically ventilated patients sitting up >30°. Evidence from the critically appraised articles was provided to the nursing staff, along with the results of the initial audits. Staff were surprised at their limited accuracy when judging the head of bed angle, although this characteristic was consistent with the only other study we could locate on this topic. 29 An interim period of audit following the education program and prior to the implementation of other practice change strategies found an improvement to 44.4% of patients positioned with the head of bed >30°, although this was still considered inadequate.
The ICU beds in use did not have any type of tool to measure bed head elevation. In order to change practice more effectively we believed we needed to find a way of measuring bed head elevation angles at each bedside that was simple and easy to use.
We achieved this by attaching inexpensive inclinometers to each bed head enabling the measurement of bed head elevation up to 45 degrees. As the inclinometers are attached to the bed, nurses are able to adjust bed head and view the angle simultaneously, thereby removing the need to estimate bed height elevation. A recently published report from the USA has also indicated that placement of simple measuring devices led to improved positioning of patients. 
